was found to have obstructive jaundice and new liver metastases on CT scan. He underwent an ERCP procedure with biliary stenting for palliation and was discharged home.
Ten days following the procedure, the patient presented with complaints of fever to 102 o F and fatigue. Vital signs revealed a fever of 101. 
DiFFErEnTial DiagnoSiS
The medical team remained concerned about infectious etiologies, including cholangitis, bacteremia, and endocarditis. Non-infectious causes of his fever were inTroDucTion Achromobacter xylosoxidans is a rare cause of bacteremia; however patients with underlying illness, especially malignancies, are at increased risk of infection. Antibiotic therapy against this pathogen can be difficult owing to its inherent resistance to multiple common antibiotics.
caSE PrESEnTaTion
A 69-year-old male with adenocarcinoma of the colon status post right hemicolectomy and chemotherapy presented with fever and fatigue 10 days following endoscopic retrograde cholangiopancreatography (ERCP) with biliary stent placement for new liver metastases. The patient had undergone partial hemicolectomy and had completed 12 cycles of adjuvant FOLFOX (leucovorin, 5-fluorouracil, and oxaliplatin) at the time of initial diagnosis. Two years following the completion of chemotherapy, the patient Choosing antibiotic therapy to treat A. xylosoxidans bacteremia proves challenging because of its inherent resistance to multiple antibiotics in addition to its ability to harbor and horizontally transfer resistance genes (Table 1) . A proposed transfer mechanism for A. xylosoxidans has been shown to potentially involve integrons, R plasmids, and insertion sequences.
2-4
A. xylosoxidans remains an important emerging cause of nosocomial and community-acquired infections because of its resistance to multiple antibiotics. Although individual patterns vary, most strains of A. xylosoxidans are resistant to aminoglycosides and quinolones. 2 The majority of isolates have demonstrated susceptibility to tazobactam, imipenem and meropenem, but as demonstrated in Table 1 , this patient harbored a strain that was also resistant to piperacillin-tazobactam. Aggressive measures to sterilize hospital solutions and equipment, as well as to enforce policies to prevent antibiotic misuse, should be employed to prevent future cases of Achromobacter xylosoxidans bacteremia and to quell the propagation of drug resistance in this pathogen.
also considered, such as post-ERCP pancreatitis, deep venous thrombosis, and malignancy-related fever.
ouTcoME anD Follow-uP
Routine laboratory studies were unremarkable, including serum amylase and lipase. Right upper quadrant ultrasound and CT scan of the abdomen and pelvis did not show any visible infectious source. Transthoracic echocardiogram was not consistent with endocarditis. Lower extremity Dopplers were negative, and while upper extremity Dopplers revealed no deep venous thrombosis, they did show a right cephalic vein clot. Blood cultures drawn on admission were found to be positive for gram-negative bacilli on hospital day three. Subsequent blood cultures drawn after the initiation of broad-spectrum antibiotics were also positive for gram-negative bacilli. Prior to speciation, the Infectious Disease team recommended discontinuing vancomycin and switching the piperacillin-tazobactam to meropenem. On hospital day number seven, the patient became afebrile and blood culture speciation revealed Achromobacter xylosoxidans with sensitivities listed in Table 1 . Blood cultures drawn after the adjustment of antibiotic therapy to meropenem remained negative. It was believed that the patient had a transient bacteremia of Achromobacter xylosoxidans related to the ERCP that had seeded his cephalic vein thrombus, leading to persistent bacteremia. Based on culture sensitivities, the patient's antibiotics were changed to oral ciprofloxacin to complete a four week course of antibiotics. He was also started on prophylactic enoxaparin for his cephalic vein thrombus and was discharged home.
DiScuSSion
Bacteremia due to A. xylosoxidans remains rare, yet patients with underlying illness, particularly malignancies, are at increased risk of infection.
Other predisposing conditions include cardiovascular disease, renal failure, and immune suppression. 1 Though A. xylosoxidans is not a typical component of endogenous human flora, it is known to inhabit aqueous environments with common sources including contaminated water and IV fluids, intravenous catheters, humidification fluids, and instrumentation utilized during surgical interventions. 
